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Non-Financial Reporting FY2020
Overview

FY2020 Budget Guidance

GC2NJ C, HAnHnNnE GKS DNBSYy az2dzyialAy [/ FNBE . 2FNR
Initiatives, access to care, and community health needs in advance of the annual budget submiss
instead of at the same time (as was the case in most recent years). This change streamlines the
budget submission to focus mainly on financial matters, while ensuring that the Board has the
ySOSaalNE [[daftAdes I 00Saazx FyR O2YYdzyAde yS
0dzRISUG NBGASGDP ¢KS . 2FNR Ffaz2 KIFa &adzoaidl ydaaAa
delivery system reform through the accountable care organization budget process and will use th
information in the review to determine how and to what extent a hospital is committed to health
care reform. In addition, enhanced financial reporting is required this year due to challenges facin
community hospitals; bifurcating the reporting will assist hospitals in meeting these reporting
NBEIjdZA NSYSyYy (adé

A Requirements reviewed by hospital CEO/CFOs, Health Care Advocate and Department of He
A April 30" Submission Deadline
A Analysis in collaboration with GMCB policy team and Department of Health
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NonFinancial Reporting FY2020
Overview

Considerations Sections

A Data as submitted by the hospital according to their own methodology

A June 1P LINBaASY (il A2y €1 06StSR AGLINBEftAYAYl NEE

A Systemwide analysis is challenging without standard definitions
A{K2NIO2YAy3a 2F (0UKS RFEOGlFklFylfeara RSaONROG
A Solicit feedback for FY2021

Ny

Results should be interpreted in context of the Considerations listed in each section
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Quality Improvement Initiatives
Overview

Methodology

T T

A

Tables included in the FY2020 budgeidance documeryull from a variety of statewide sources (Blueprint

for Health, BRFSS, VDH ADAP, VUHDDS).

In theguidance documenindicators shaded in green and/or red showed statistically significant results.
Many of these data update throughout the year, so as we get closer to budget hearings, some of these dat:
may look different than their current state in trguidance document

Two versions of comparison (for applicable indicators) are outlined in this presentation: a comparisen to All
tF @SNJ a2RSf o!tao GFNBSGaASES YR F O2YLI NRazy G2

Considerations

A
A

Blueprint methodology changed between 2016 (included in FY 2019 guidance) and 2017 (included in the
HAnHA 3JdZARFYOSOT (Kdzax y2 O2YLI NRazy (2 C,.wmdp KI a

For consistency in the FY19/FY20 comparison table, blue shaded cells note increases, purple cells show a
RSOt AyS> IyR &8Sftft2¢ OStfa ¢gSNB dzy OKI yaISR FTNRBRY f|
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Comparison to APM Targets

Table 1a: Blueprint Profiles — Vermont Residents (CY 2017)*

VIndicators shaded in green are meeting or exceeding the APM target; indicators shaded in orange show performance below the APM target.
2 thown as percent change from 2016-2017.




Comparison to FY19 Guidance Document

Table 1b: Behavioral Risk Factor Surveillance System Survey — Respondents to Survey of Random Sample of Vermont Residents (2017)*

Statewide Rate - . T
Measure (All-Payer Barre Bennington | Brattleboro | Burlington | Middlebury | Morrisville | Newport | Randolph Rutland | Springfield ) ) e
Albans | Johnsbury River
Maodel Target)
Percentage of adults reporting
. 87%
that they have a usual primary (89%)
care provider
Prevalence of chronic disease: 6%
COPD {=7%)
Prevalence of chronic disease: 26%
Hypertension (=26%)
Prevalence of chronic disease: 8%
Diabetes (<9%)

resulting in admission®

Statewide
Measure Count Addizon | Bennington | Caledonia | Chittenden Eszsex Franklin Grand Lamoille | Orange | Orleans | Rutland | Washington | Windham | Windsor
(All-Payer Isle
Meodel Target)
Deaths related to drug 117
overdose® {115)
Table 3: Vermont Uniform Hospital Discharge Data Set (VUHDDS) - Vermont Residents and Non-Residents Utilizing Services®
Statewide Rate
Measure (All-Payer BMH CWVYMC CH GMC GCH MAHHC NCH MNMC MNVRH PMC REMC SVMC SH uvmmMc
Model Target)
Rate of Growth in number of 5%
mental health and substance 3%)
use-related ED visits®
Percent of mental health and 17%
substance use-related ED visits WA} 4% 28% 7% 13% 2% 1% 4% 7% 14% 3% 32% 7% 20% 16%

1 Indicators shaded in blue show improvement over 2016 results; indicators shaded in purple show a decline from 2016 results; indicators shaded in yellow show no change from 2016 to 2017 results.

2 Indicators shaded in blue show improvement over 2016 results (i.e. Fewer deaths); indicators shaded in purple show a decline from 2016 rates; indicators shaded in vellow show no change from 2016 to 2Uh.? results.

3 Count of overdose deaths by county lanuary through October 2018 — these numbers will continue to be updated as data become available.

4 Indicators shaded in blue show improvement over 2016 results (i.e. Fewer ED visits); indicators shaded in purple show a decline from 2016 rates.

5 8hown as percent change from 2016-2017.

6 This is not an All-Payer Model measure. Information provided to give context and help frame narrative response; shown as percent of mental health and substance use-related ED visits resulting in an admission in 2017.
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Quality Improvement Initiatives
Staff Analysis and Recommendations

Systemwide Staff Analysis

Too To Joo To

Utilization of existing state programs for community benefit (e.g. VDH tobacco cessation & diabetes
workshops)

Designated staff to connect ED patients with primary care should they not have an existing provider
Medication Assisted Treatment (MAT) initiation in the ED

Specialized ED staffing for patients presenting with mental health and/or substance use conditions
Transitioning existing ED space into safe and private areas for patients awaiting admission/transfer

FY2021 Recommendations:

A
A

A

Moving into year 3 of quality measurement reporting, trending could be considered where appropriate.
Da/ . Qa FTANRO FSRSNIE {GFrGSgARS | SIfGK hdziOo2YSa
2019¢ at which time we may consider a deeper dive into certain measures for the FY2021 guidance.
Consistency within our regulatory processes is always a top prownty also ask the ACO for quality measure
results specific to both their payer contracts and thePdlyer Modek as programs continue to evolve, and
reporting becomes more regular, hospital input may be of interest on specific topics and/or measures.
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Il. Community Health Needs Assessment




Community Health Needs Assessment
Purpose, Goal and Requirements

What is a Community Health Needs Assessment (CHNA)
Affordable Care Act added section 501(r) to the Internal Revenue Code requiring thptaftrinospitals
conduct a CHNA and adopt an implementation strategy at least once every three years.

A Purpose & Goal
A Identify healthcare and healtrelated (food, housing, etc.) needs of the community
A Systematically assess unmet needs in order to develop strategies
A Improve coordination of hospital community benefits with other initiatives

A Requirements:

Definition of community served

Process and methods used to conduct the CHNA
Community input received

Prioritize the needs

Description of resources to address needs
Standard methodology not set forth

Too T To T To T

A Application in Vermont:
A Department of Health
A GMCB
A Hospitals
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Community Health Needs Assessment
Common Methodology

oReview data, prioritize, recommendations
oExample Membership:
oHospital staff
H aDepartment of Health
AdVIS_Of)/ oJnited Way
Committee wHousing Authority
obaw Enforcement
wVisiting Nursing Association
oBuilding Bright Futures

i i uSecondary Data (County Health Rankings,
Quantltatlve BRFSS, YRBS, Cergig},

Research ulimitations: time periods, geography

ofSurveys

S ofFocus Groups: state and local health
Qualltatlve departments, community members

Research ainterviews
obimitations: sample population, self

report, anecdotal vs. scientific

BRFSS: Behavioral Risk Factor Surveillance System; YRBS: Youth Risk Behavior Survey




Community Health Needs Assessment
Scheduled Updates (every 3 years)

PAONRS 2020 2021 2022

wCVMC wBrattleboro wNorthwestern
wSpringfield wCopley wUVMMC

wGifford

wGrace

wMt Ascutney

wNorth Country

wNortheastern

wPorter

wRutland

wSouthwestern

GREEN MOUNTAIN CARE BOARD
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Community Health Needs Assessment
GMCB Methodology & Considerations

GMCB Methodology

A

To T I

Hospitals were asked to prioritize community needs numerically, with one (1) representing the
highest priority
No limit to number of responses
Categories based on previous CHNAs with option to add
Financial Resources assessed based on:
A Implementation Plan
A Schedule H of IRS form 990

Considerations

To Too T I

14

LYGSNIINBGFGA2Y 2F GySSReéY Aa UKS ARSYUATACS
Number of needs identified: range of identified need8! potential to skew aggregate results
Category definitions: overlapping/predefined categories may skew results

Category rankings: some hospitals ranked only one need per numerical value, others selectec
several needs per numerical value

<~ VERMONT
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Community Health Needs Assessment
Results

Mental Health and Substance Abuse Disorder/Counseling are the most widespread community need

Other: Education
Other: Employment
Immunizations I
Domestic & Sexual Assaul
Suicide I
Cancer I
Affordable Health Care/R X
Transportation
Early Childhood & Family Supp o r s
Social & Economic: Support/Poverty/S tre
Affordable Hou Sin (1
Tobacco/Smoking
Chronic Conditio - |
Aging & Long Term C e
Access to Healthy Foods/Nutritio
D et | |
Access to Care/Preventative/Primary C o i
Physical Activity & Obe it/

Substance Use Disorder/Couns e | i
M ental H et |1

0 2 4 6 8 10 12 14

Number of hospitals identifying need in their CHNA




Community Health Needs Assessment
Community Need & oUnderl yi

In addition to identifying healthcare and/or heaitblated needs, some hospitals report on the underlying needs
that present barriers to accessing services. This type of information would be useful for a systemwide analysis.

Chart 10: Most Significant Barriers to Accessing Services
. Chart 11
Perspectives of Key Stakeholders

Underserved Populations

tack of transportation Perspectives of Key Stakeholders

Inability to pay out of pocket expenses
Difficulty navigating the health care system
Lack of insurance coverage

Reluctance to seek out services / stigma

Basic needs not met (food/ shelter)

Local providers not available / Insufficient local capacity

Time limitations (long wait times, limited office hours, time off | |
work) | |

Insufficient number of providers accepting Medicaid enrollees |

Lack of child care

23%

Eligibility barriers

*Source: Mount & O dz(iRY Z&STHINA
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People in need of mental health care
Low-income / Poor

People in need of substance use treatment
People who are homeless

Uninsured / Underinsured

Seniors / elderly

School-aged children / youth

Veterans

Developmentally disabled

Immigrants / Refugees

Physically disabled

Lesbian, Gay, Bisexual, Transgender, Queer
Young adults

Infants and early childhood

Adult women

1 Adult men
Lack of trust 0% Black / African-American
| Hispanic / Lati
Language / cultural barriers 5 spanic / Latino .
T T 0% 20% 40% 60% 80% 100%
0% 10% 20% 30% 40% 50% 60% 70% 80% S0% 100% Percent of Respondents
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Community Health Needs Assessment
Results

Community Needs identified as a top priority*

%) Mental Health
) Substance Use Disorder/Counseling
o) Physical Activity & Obesity

<) Access to Care/Preventative/Primary

) Access to Health Foods/Nutrition

Aging and Long Term Care

$ Social & Economic Support/Poverty/Stres

*These community needs were assigned #1 as a numerical value. Some hospitals assigned more than one nee

Early Childhood & Family Supports
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Community Health Needs Assessment
Financial Support for Community Needs

Implementation Plan
A Not all hospitals include financial resources allocated to support community needs
A One project may address several community needs. For exaRisey Tmproves primary prevention, physical activity,
and social supports which build resilience against mental health and substance abuse.

Schedule H of 990*

7  Financial Assistance and Certain Other Community Benefits at Cost

ReqUIred for ta)exempt hOSpIt&'S Financial Assistance and (a) Number of (b) Persons | (c) Total community | (d) Direct offsetting | (e) Net community (f) Percent
A H OSpitaIS asked tO describe Means-Tested Government Programs proga:'gmgﬁ) g;ma‘) ( f&%ﬁgn benefit expense revenue benefit expense et;f ptgrfgle
hOW DFOQFam fundmg a Financial Assistance at cost (from
identified in 7ek relates to X Worksheet 1) . -
. . Medicaid (from Worksheet 3, column a)
CHNA and |mplementat|0n C Costs of other means-tested
| an government programs (from
p Worksheet 3, columnb) . .

A Community investments are d Total. Financial Assistance and
bakedin. difficult to Means-Tested Government Programs

- Other Benefits
eXtrap_OIa_te (hmng e Corr_lmunhydhealth imprO\tf)emefntt
psychiatrist to address operations (rom Workshest 4) -
mental health needs, not f Health professions education
included in Schedule H) (from Worksheet 5)

A ExampIeS Of use: g Subsidized health services (from
Worksheet 6) . A

A Medllcal pI’OjeCtS . h  Research (from Worksheet 7)
A Unreimbursed Chanty i Cashandin-kind contributions

for community benefit (from
Worksheet 8) .

j  Total. Other Benefits .
k Total. Add lines 7d and 7j

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50192T Schedule H (Form 990) 2018

* https://www.irs.gov/pub/irs-pdf/f990sh.pdf
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